In Romania, inequalities in health and wellbeing between younger and older Romanians are substantial, and an important reason for inequalities may be the higher risk of social exclusion among older adults. After the fall of Communism in 1989, the many transformations in economic structures and welfare regimes contributed to enhanced levels of social exclusion, in particular among the older generations. Social exclusion is a multidimensional problem with substantial effects on the mental wellbeing of people. The present study examines age differences in mental wellbeing and evaluates to what extent differences can be explained by age and social exclusion, while controlling for a number of potential confounders. Data are from the fourth wave (2016) of the European Quality of Life Survey. Data for Romania include 1004 people aged between 18 and 85 years old, of which 726 are included in the analyses (only complete cases). In the study sample, 259 were 55 years or older. Mental wellbeing was measured with The World Health Organization Wellbeing Index (WHO-5 scale), and social exclusion was measured in four domains: social relations, material resources, services and the neighbourhood.
Introduction
In Romania, there are large inequalities in health and wellbeing between younger and older generations. After the fall of the Communist regime, many transformations in the economic structures, labour markets, political institutions, and welfare regimes took place, which impacted heavily on the standards of living of all Romanians, but the older generations in particular. The accumulation of factors associated with age, such as poor health, loss of relatives and friends, and lower physical and social activities, may have contributed to a trend of increasing social and economic inequalities with strong effects on feelings of uncertainty, vulnerability, and deprivation.
Starting in 1990, Romania made a slow and painful dual transition to a market economy and democratic sys-tem, characterised by high social costs (Sandu, 1999; World Bank, 2018; Zamfir, 2007) . The poor Communist institutional legacies, coupled with a hesitant approach to economic and social reforms, led to an important economic decline and a large increase in poverty in the first phase of transition (Hellman, 1998; World Bank, 2008) . This has affected the oldest cohorts in particular. The GINI coefficient 1 -reflecting income inequalityincreased from 22.2 in 1990 to 33.7 in 2007. This placed Romania at the top of the EU countries with the highest levels of inequality (United Nations University, 2018) . Even though income inequality lessened in the past decade to a certain extent, with a Gini value of 33.1, the country still ranks among the highest in the EU with regards to income inequality (Eurostat, 2017) , and a wide range of deeply entrenched social disparities persist between young and old people (Precupetu & Precupetu, 2014) .
Of all transitions that took place after the fall of Communism, the economic transition probably had the strongest consequences for older people, as it excluded them from mainstream society and turned them into "the losers of the transition" (Mărginean, 2006, p. 65) . During the Communist regime, there was universal social protection through employment for all, but there was also a strong expectation that people should retire from their working lives and participate much less in society while benefiting from their hard-earned pensions. Remaining active in the labour market was only possible for a few categories, such as those working in agricultural cooperatives, in the social economy or, for those owning plots of land, in subsistence agriculture. Other forms of social participation were also severely limited after retirement as there was no civil society and the only forms of involvement were at the community level, in narrow family and neighbourhood networks. The Communist regime never prioritised the social protection and quality of life of retired people (Petrescu, 2019) . Care responsibilities were considered a family duty as only a limited supply of public "elderly homes" would provide services to a small number of older people (Petrescu, 2019) . Over the transition period, due to early retirement schemes, the older cohorts went into retirement at a younger age than the later born cohorts who reached retirement age. Employment rates of older people registered a significant drop, especially in the period of rapid privatisation in the economy. Employees in the older age groups have not been sufficiently able to adapt to the new challenges of the market economy (Zaman & Stănculescu, 2007) . Many older people got involved in subsistence agriculture on small plots of land or went into the informal economy. The intricate context of transition thus impacted more heavily on older people than younger cohorts as their opportunities narrowed considerably.
Older Romanians are disadvantaged in many respects. They have a low standard of living, low access to health services, poor access to, and low quality of social services, low social participation, low quality of housing, and low quality of public services (Bodogai & Cutler, 2014; Eurofound, 2017; Petrescu, 2019) . Probably as a consequence, older adults in Romania are among those with the lowest levels of mental wellbeing in Europe (Eurofound, 2016a; Mărginean, 2006; Sandu, 2009) . When the disadvantage is severe and pertains to more domains, it will result in a number of negative consequences for the wellbeing of older adults (Levitas et al., 2007) . However, empirical evidence supporting this claim for older Romanians is lacking, as gerontological research in Romania is sparse and mainly descriptive. Studies have so far looked at demographic changes (Bălașa, 2005; Neményi, 2011) , older people's needs and effective ways of intervention (Gîrleanu-Şoitu, 2006) , social assistance, and pensions (Mărginean, 2015) . A few qualitative studies have concentrated on Romania and highlighted the predominantly negative views of ageing (Craciun, 2011) or patterns of social capital of older persons (Craciun, 2012) . The present study aims to narrow the knowledge gap by examining associations between various dimensions of social exclusion and mental wellbeing in older Romanians.
One concept that may be helpful to understand the multidimensional disadvantages of older Romanians is social exclusion. There are extended scientific and political debates about what social exclusion is. Whereas the European Union defines social exclusion primarily in terms of poverty, material deprivation, and exclusion from the labour market, social scientists argue that it is much more than that. Theories about social exclusion argue that it is a complex and multidimensional phenomenon with substantial disruptive health and wellbeing consequences for individuals and society (Walsh, Scharf, & Keating, 2017) . Social exclusion involves many domains, among which exclusion from social relations, exclusion from economic resources, exclusion from health and social services, and exclusion from participation in civic society (Walsh et al., 2017) . Exclusion from one domain often enhances exclusion from other domains. For example, a lack of financial resources reduces possibilities for (new) social relations, which in turn make people more dependent on public services, such as health services, social institutions, and public transportation. If access to these services is insufficient, it will reduce opportunities for civic participation and lead to substantial mental and physical health problems. If, in addition, the access to the domains is unequal for different social groups (i.e., men and women, older and younger people) the process of social exclusion will lead to large inequalities in health (O'Donnell, O'Donovan, & Elmusharaf, 2018) . The process of social exclusion in older people occurs as they age, and older people have an increased risk of social exclusion due to the accumulation of factors associated with age, such as poor health, loss of relatives and friends, and fewer physical and social activities.
In our study, we acknowledge the multidimensional nature of social exclusion by using the multiple domains in which exclusion may occur as defined in the study by Walsh et al. (2017) , i.e., social relations, civic participation, health and social services, material and financial resources, socio-cultural aspects, and neighbourhood and community. In line with the theory, we assume that the domains of social exclusion are interrelated, and that exclusion from one domain enhances exclusion in other domains. Research that takes the multiple aspects of social exclusion into account, therefore, provides a more holistic and realistic picture of the relation between social exclusion and wellbeing.
Empirical evidence for associations between various domains of social exclusion and wellbeing comes from a number of studies. Exclusion from social relations may enhance feelings of loneliness and lead to a lack of social support, which are well-known risk factors for lowered levels of wellbeing (Holt-Lunstad, Smith, Baker, Harris, & Stephenson, 2015; Ong, Uchino, & Wethington, 2016; Prince, Harwood, Blizard, Thomas, & Mann, 1997) . Loneliness is associated with a range of adverse health outcomes among which increased morbidity, more depressive symptomatology, reduced physical health, impaired daytime functioning, reduced physical activity, and lower subjective wellbeing (Ong et al., 2016) . Lack of social support increases the risk of premature mortality in older men and women (Holt-Lunstad et al., 2015) .
Exclusion from material and financial resources is strongly related to wellbeing in later life. Effects may be stronger when experienced over longer periods, despite some evidence that older adults can adapt to a lower level of financial resources (Clark, D'Ambrosio, & Ghislandi, 2015) . Material disadvantage tends to accumulate over the life course through socio-economic correlates and life events (Price, 2006) . There is also substantial evidence that lack of material and financial resources is associated with increased levels of frailty and poor health among older adults (Mackenbach et al., 2018; Stolz, Mayerl, Waxenegger, & Freidl, 2017) . Exclusion from services involves areas such as health and social care, new technologies, transport, and mobility. This type of exclusion was found to explain variance in the wellbeing of older people living in both urban and rural areas, being more important in urban (Dahlberg & McKee, 2018) . The neighbourhood and community are also relevant domains for social exclusion. Some even call it the most effective area in which to enhance links between people and re-engage individuals (Moulaert, Wanka, & Drilling, 2017) . Research suggests that important aspects of the neighbourhood and community are the built environment, socio-political structures, and fear of crime (Walsh et al., 2017) , and some studies found that neighbourhood exclusion was associated with the poor wellbeing of older people, especially in rural communities (Dahlberg & McKee, 2018) . However, research on associations between neighbourhoods and social exclusion has only recently started in the UK, focusing mainly on how neighbourhoods influence social exclusion (Scharf, Phillipson, & Smith, 2005) . When considered as a multidimensional phenomenon, social exclusion was found to be related to significant drops in quality of life in areas like optimism, life satisfaction, disposition, and energy (Barnes, Blom, Cox, Lessof, & Walker, 2006; Scharf et al., 2005) . Two other domains (civic participation and socio-cultural aspects) could not be included because of a lack of information in the dataset (see section on methods).
This study seeks to examine associations between the distinguished domains of social exclusion and mental wellbeing. Mental wellbeing involves "good psychological functioning" (OECD, 2013, p. 10), "a state in which every individual realises his or her own potential, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to her or his community" (WHO, 2004) . The main research question that we seek to answer in this article is whether the lower level of mental wellbeing in older Romanians compared to younger Romanians can be understood in terms of a greater likelihood of being socially excluded. Disadvantages in the past may have accumulated over the years (Dannefer, 2003) such that the largest inequalities can be observed between younger and older age groups (Eurofound, 2016a; Mărginean, 2006; Sandu, 2009 ). Based on the theoretical perspectives and empirical evidence described above, we hypothesise that when compared to younger Romanians, older Romanians have lower levels of mental wellbeing (H1) which can be explained by their higher levels of social exclusion (H2).
Methods

Data
Data come from the European Quality of Life Survey (EQLS), a pan-European survey focused on the quality of life, carried out by the European Foundation for the Improvement of Living and Working Conditions (2018). EQLS includes indicators on employment, income, education, housing, family, health, work-life balance, as well as on the subjective wellbeing and quality of society. We make use of the fourth EQLS-wave conducted in 2016, including nationally representative samples in 28 member states and five candidate countries (Albania, FYR Macedonia, Montenegro, Serbia and Turkey). The original Romanian sample included 1004 people aged 18 to 85. After excluding cases with missing data, multiple linear regressions (method enter) were conducted for the 726 remaining complete cases of which 259 were 55 years or older. The data were weighted according to recommendations of the technical report of the EQLS (Eurofound, 2016b) by using the appropriate weight for analysis at the country level and below the country level.
Dependent Variable
The dependent variable "mental wellbeing" is assessed with the World Health Organization Wellbeing Index (WHO-5 scale). The scale consists of five items: 1. "I have felt cheerful and in good spirits", 2. "I have felt calm and relaxed", 3. "I have felt active and vigorous", 4. "I woke up feeling fresh and rested" and 5. "My daily life has been filled with things that interest me".
Each respondent is asked to rate how well each of the five statements applies to him or her when considering the last 14 days. Each item is scored from 1 (all of the time) to 6 (none of the time). The WHO-5 scale has adequate validity both as a screening tool for depression and as an outcome measure in clinical trials and can be used to assess wellbeing over time and to compare wellbeing between groups (Topp, Østergaard, Søndergaard, & Bech, 2015) . In accord with Topp et al. (2015) and research reports by Eurofound (2017), we reversed the response scale for each item such that higher scores indicate better wellbeing. We computed factor scores for the recoded scale given their advantages over the summative score, despite the fact that this may have capitalised sampling variability (Treiman, 2009, p. 250) . Factor scores were computed as regression scores in SPSS 23 using FACTOR command, PRINCIPAL AXIS FACTORING method, and VARIMAX rotation.
Independent Variables
Age was recorded in years and dichotomised into people aged 55 years and older (1), and people younger than 55 (0). The age threshold was set at 55 in order to attain a satisfactory sample size while maintaining a relevant age category. The rather low threshold for older people is appropriate for populations with lower life expectancy and poor health status. Romanian population has one of the lowest life expectancies in Europe at 75.1 years and a rather problematic health status (Precupetu & Pop, 2016) . Figure 1 presents the age distribution in the sample. We included various indicators of social exclusion identified by Walsh et al. (2017) as the second set of independent variables: material and financial resources, social relations, neighbourhood and community, and services.
Two other domains that Walsh et al. (2017) distinguished could not be included as there was no information about it in the dataset (socio-cultural dimension), or there were only a small number of cases (social participation). Material and financial exclusion was measured using the question: "Thinking of your household's total monthly income, is your household able to make ends meet?" Answering categories were: 1. very easily, 2. easily, 3. fairly easily, 4. with some difficulty, 5. with difficulty, and 6. with great difficulty. Exclusion from social relations was assessed with a factors score based on the following four questions:
1. "On average, how often do you have direct faceto-face contact with any of your family members or relatives living outside the household?" 2. "On average, how often do you have direct face-to-face contact with any of your friends or neighbours?" 3. "On average, how often do you have contact with any of your family members or relatives living outside the household by phone, Internet or by post?" 4. "On average, how often do you have contact with any of your friends or neighbours by phone, Internet or by post?"
The response scale was similar for each of them: 1. every day or almost every day, 2. at least once a week, 3. one to three times a month, 4. less often, and 5. never. A higher score indicates more exclusion from social relations. Exclusion from neighbourhood and community is also a factor score computed from six items: "Thinking of physical access, distance, opening hours and the like, how easy or difficult is your access to the following services: (a) banking facilities (e.g., bank branch, ATM), (b) public transport facilities (bus, metro, tram, train, etc.), (c) cinema, theatre, or cultural centre, (d) recreational or green areas, (e) grocery shop or supermarket, (f) recycling services including collection of recyclables". The answer categories were: 1. very easy, 2. rather easy, 3. rather difficult, and 4. very difficult. A higher score indicates more exclusion from neighbourhood and community.
Exclusion from services is also a factor score computed from five items. Thinking about the last time you needed to see or be treated by a general practitioner (GP), family doctor or health centre, to what extent did any of the following make it difficult to visit a doctor or health care centre? (a) distance to GP/doctor's office/health centre, (b) waiting list, (c) waiting time to see a doctor on the day of the appointment, (d) cost of seeing the doctor, (e) finding time because of work, care for children or for others.
The answer categories are: 1. not difficult at all, 2. a little difficult, and 3. very difficult. A higher score indicates more exclusion from services.
Confounders
Urbanity is based on the question "Would you consider the area in which you live to be…", with answering categories: 1. the open countryside, 2. a village/small town, 3. a medium to large town, and 4. a city or city suburb. Urbanity was dichotomised into rural (0), including the original categories 1 and 2, and urban (1) including the original categories 3 and 4. Gender is a dummy variable with 0 for females and 1 for males. For education, two dummy variables were constructed, one represent-ing the International Standard Classification of Education (ISCED) 0-2 levels (lower education) and the other the ISCED 3-4 levels (medium level). The reference category is ISCED 5-8 levels (high education). Rural areas pose special challenges for access to services due to their lack of general service infrastructure, inadequate transport, and depletion of local service and social centres in comparison to urban areas (Walsh, O'Shea, & Scharf, 2012) . Women run higher risks of being socially excluded because they are more often frail, more often widowed, have lower levels of education, have more often disrupted working careers, lower pensions, and less economic resources. Education is related to a number of social exclusion domains. Education and income go hand in hand, and the higher the financial resources the lower the levels of exclusion of most domains (even exclusion from social relations; Scharf et al., 2005) .
Control Variables
The following control variables are included in the final analytical model: having children in or outside the respondent's household (1 = yes, 0 = no), if the respondent has a partner (1 = yes, 0 = no), and if the respondent has chronic diseases (1 = yes, 0 = no).
Analytical Approach
For descriptive reasons, we examine age differences in the study variables. We will conduct independent sample t-tests for the continuous variables (mental wellbeing and social exclusion), and chi-square and adjusted standardised residuals for dummy and categorical variables (all the other variables in the models). The tests will be carried out for both summative and factor scores, if applicable. For informative reasons, we calculate bivariate correlations between dimensions of social exclusion based on summative and factor scores. To examine whether variation in domains of social exclusion explains variation in wellbeing, we employ three linear regression models. With the first model, we examine age differences in mental wellbeing. We control for the potential confounding effect of urbanisation and gender as they correlate with both social exclusion and mental wellbeing. The second model adds the four dimensions of social exclusion to the aforementioned confounders and the age variable. These four dimensions are: material and financial, social relations, neighbourhood, and community and services. If social exclusion moderates the association between age and mental wellbeing, the estimated regression weight of age will become smaller. The third model additionally controls for a number of variables to exclude alternative explanations for an association between age and mental wellbeing, i.e., level of education, partner status, having children, and having chronic diseases. Finally, we will conduct a robustness test by introducing, in addition to the confounding factors, the interactions between social exclusion and age. In this way, we verify whether there is a combined role of these factors influencing mental wellbeing. We will run five models, the first four testing one interaction effect at a time, and the final one testing all effects.
Results
Table 1 presents the basic characteristics of the study sample by age categories and total sample. For variables introduced in the analysis as factor scores, summative scores are included along with the factor scores in order to allow comparisons between age categories. Thirty-five per cent (N = 259) of the sample is 55 years or older, and there are slightly more women than men. Older people have lower mental wellbeing than younger individuals have, and they have higher levels of social exclusion in three dimensions: material and financial re-sources, social relations, and neighbourhood and community (p < 0.05). There is variation in the four dimensions of social exclusion, and 27% (N = 196) of the sample has a low level of education, 58% (N = 421) a medium level of education and 15% (N = 109) is highly educated. More than two-thirds of the sample has a partner and every one out of five has a chronic disease (one or more). Older individuals have a lower level of education in comparison to the younger, while the presence of the chronic disease is, at 48%, almost ten times higher than among the younger individuals (5%).
To test our hypotheses, we conducted multiple linear regression analysis. Model 1 ( on the mental wellbeing factors score, controlled for the level of urbanisation and gender, which confirms H1.
Next, Model 2 indicates that all four domains of social exclusion are negatively associated with mental wellbeing (all p < .01). The lower regression weight for age in Model 2 compared to Model 1 indicates that the lower mental wellbeing of older Romanians can be partly explained by the higher levels of social exclusion. The statistically significant associations between the independent variables age and the four domains of social exclusion, on the one hand, and mental wellbeing on the other cannot be explained by differences with regards to having children or not, level of education, having a partner or not, or having chronic diseases or not (Model 3). Our second hypothesis is also confirmed (see Table 2 ). The robustness test did not alter our conclusion as none of the interactions between social exclusion and age reached the level of significance. The bivariate correlations between the domains of exclusion (Table 3) indicate that domains of exclusion are positively associated. However, associations are modest indicating that the domains cover both shared and unique aspects of social exclusion.
Discussion
This study has examined whether the level of wellbeing in older Romanians compared to younger Romanians can be understood in terms of a greater likelihood of being socially excluded. Based on a sample of 726 Romanians aged between 18 and 85, of which one-third was 55 years or older, we firstly confirmed that older Romanians have lower levels of mental wellbeing than younger Romanians. Furthermore, we observed that all four domains of social exclusion distinguished in our study were negatively associated with mental wellbeing, and these associations partly explain the lower level of mental wellbeing in older Romanians. Associations between social exclusion and mental wellbeing were independent of the effect of having children, level of education, having a partner, and chronic diseases.
The significant associations between the domains of social exclusion confirmed the multidimensional nature of social exclusion and suggest that people who are excluded from one domain have a higher likelihood to be excluded from another domain. Material and financial re- sources are correlated with all other dimensions showing they are key to all other domains. However, the strength of the associations is moderate, indicating that exclusion from one domain does not necessarily imply exclusion from other domains. Social exclusion can take many shapes, and there is no "out" or "in", but a dimension running from not excluded on any domain, to being excluded on all domains. Social exclusion is a complex process, and people may be excluded from a range of different societal institutions and groups, at different levels, and to different degrees (Burchardt, Le Grand, & Piachaud, 2002; Walker & Wigfield, 2004) . The multidimensional nature of social exclusion requires a holistic and multidimensional approach that goes beyond a mere focus on material resources. Our research has a number of limitations. One is that the data are cross-sectional, which means that we cannot draw any conclusions with respect to dynamics between social exclusion and mental wellbeing. Being socially excluded may be an antecedent, but it can also be concomitant, or even the outcome of diminished mental wellbeing (Kawachi & Berkman, 2001) . Moreover, we cannot disentangle age from cohort effects. Although we reason that the age differences we found in our study are due to cohort effects, longitudinal data that follow people into old age would provide insight into the plausibility of this conclusion. It may well be that the disadvantaged position of older people is not only the consequence of different life history or growing up under different welfare regimes, it may also be that the difference between older and younger people is the consequence of an accumulation of disadvantages over the life course. Furthermore, we made use of an existing dataset with a limited number of indicators for our social exclusion definition, and with a limited number of older people, which reduced the power of the statistical tests to find significant results. Nevertheless, we observed statistically significant associations between the key variables, and all were in the expected direction. Future studies with a cross-national and longitudinal design are needed to examine the dynamics between social exclusion and mental wellbeing, as well as drawing conclusions with re-spect to the potential modifying effect of the macro social context.
Conclusions
This study is one of the first to examine the mechanisms behind the lower wellbeing of older Romanians. Much can be learned from examining the correlates of mental wellbeing, in particular the associations between social exclusion and mental wellbeing. We found that social exclusion is a crucial factor in the wellbeing of Romanians, not only older Romanians but also the younger generations, which is in line with the growing evidence. However, older Romanians are disadvantaged on all four domains of social exclusion examined in this study when compared to the younger generations. They are more often excluded from social relations, from material and economic resources, from services, and from facilities in the neighbourhood than younger Romanians. This partly explains why older Romanians have lower mental wellbeing than younger Romanians. Given the already low level of mental wellbeing compared to other European countries, interventions to improve the mental wellbeing of older Romanians are highly needed. One way to achieve this is to increase social inclusion by means of social transfers provided by the government, improving the neighbourhood and access to services, and providing facilities to enhance the social network. While the focus on improving material conditions should remain key, more efforts should be targeted at providing and integrating social and medical services, further developing long term care, while improving older people's access to these services. Policy targeting older people should be more carefully monitored and evaluated with the purpose of improving efficiency and equity as well as ensuring stability and sustainability. In general, policy should stimulate active ageing by changing the emphasis from deficit, decline, disability, and dependency to wellbeing, activity, and independence. More focus is probably also needed at the local level, especially in rural areas, with prominence on community resources, capacity building, healthy ageing, and empowerment in order to increase capabilities and enable older people to participate in their communities. 
